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A little over a decade ago, the Child and Adolescent Psychiatry
Service at Tripler Army Medical Center opened the Child Study
Group (CSG), a multidisciplinary diagnostic team clinic for pre
school children. The methods and results of the clinic were reported
previously (Lee, 1987). The current study is a comparison of the
cohort of children seen from January through December 1984 with
the parallel group seen from January through June 1994. The paper
also presents a brief foiow-up study of the children seen in 1994.
Child Study Group
The Child Study Group evaluates all children, ages 5 and under,
who are referred to the Child Psychiatry Service. This clinic is free
to all eligible dependents of active duty and retired military person
nel living in Hawaii. The clinic is scheduled weekly, three mornings
every month. The evaluation team consists of a child psychiatrist, a
developmental pediatrician, a speech pathologist, an occupational
therapist and a social worker. A first-year child psychiatry fellow is
assigned to the clinic for a 6-month period. A PGY III psychiatric
resident also participates. The children are divided into two groups,
those aged 4 and 5, and those who are 3 and younger; in general,
there are six to seven children in each group. Once referred, a child
is assigned to either a child psychiatrist, a child psychiatry fellow,
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or a PGY III resident working under staff supervision. In each
instance, the assigned professional becomes the primary physician
responsible for parent interview, chart-keeping, and follow-up.
The evaluation process then begins with a history taking interview
involving one or both parents. After the initial interview, the child
is scheduled for the appropriate age group, while the parents meet
in a group setting with a social worker to discuss child rearing
practices and problems. Before the first CSG meeting, the team
meets briefly to discuss the cases scheduled for that morning.
In actual process, evaluation begins in the waiting room where
observation are made of the child-parent interaction and separation
process. Once the children are introduced to each other and to the
staff, we observe how they cope with strange situations and mingle
with each other. The children start to play or draw pictures. The team
members intermingle and start formal evaluation of the children.
The developmental pediatrician tests the children and screens them
to determine the need for further evaluation. The occupational
therapist tests gross and fine motor coordination using parts of the
Denver Developmental Screening Test, Erhardt Test for Prehension
Skill, Peabody Motor Development Test, and the Child Observation
by Jean Ayres. The speech pathologist listens to the children and,
where appropriate, evaluates the child for speech problems using
the Peabody Picture Vocabulary Test - Revised, Goldman - Fristol
Test for Articulation, and Clinical Evaluation of Language Funda
mentals - Preschool (CELF-P). The child psychiatrist, the child
psychiatry fellow, and the PGY III resident observe and participate
in the children’s activities. The social worker conducts the parents
group in another room during the time the children are being
evaluated in the playroom. In this way all team members assume the
roles of observer, participant, evaluator, and therapist.
Through these sessions, we familiarize ourselves with every child
in the group in the areas of motor development, language develop
ment, adaptive and cognitive development, social behavior, and the
emotional aspect of personality development. After each session
team members gather to synthesize and to integrate the information
each has gathered. At the end of the third session, each child is
discussed by the team members; the goal is to formulate diagnoses
according to DSM III-R and to offer recommendations, depending
upon the needs of each child. Parents are usually seen a week later
for a feedback session, at which time the results of the CSG
evaluation are shared with them.
The present study compares the children seen at the clinic from
January to December of 1984 with the children seen from January
to June 1994. In addition the paper will present the result of a brief
follow-up of the children seen during the first five months of 1994.
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Population and Clinic Demography
The Tripler Child and Adolescent Psychiatry Service is located in
Honolulu, Hawaii, and is responsible for the psychiatric care of all
military dependents in Hawaii under age 18. The total population of
active duty dependents underage 18 is 43,936; 22,435 are males and
21,501 are females. The several branches of the service are repre
sented in the following manner: Army 37%, Navy 36%, Air Force
11%, Marine Corps 14%, and Coast Guard 2%. Officer’s children
represent about 20% and the children of the enlisted personnel some
80%. (Defense Medical Information System, 1994).
The total number ofpreschool children referred to the CSG clinic
from January through December 1984 was 129; this represented
20% of the all child psychiatric referrals, (641 patients). From
January through June 1994, 84 preschool children were referred to
the CSG; they comprised some 35% of the all patients evaluated at
the clinic during that time (246 patients).
Data Collection
Data for the previous and the current studies were obtained from
an Intake form filled out by the parents before the initial interview
and from the psychiatric evaluation note in the clinic chart.
The variables selected for these studies included age; sex; sponsor’s
branch of service and rank; whether the child lives with natural
parents, step-parents or other; presenting problems; diagnoses; and
recommendations.
Results
Age and Sex
Of the total psychiatric population during the year 1984, 20%
were preschool children. Among the pre-school referrals, 60% were
boys and 40% were girls (1.5:1 ratio). The age and sex distribution
of the preschool children seen in the 1994 CSG is shown in Table 1.
The boys represented 66% of the clinic sample and girls 34% (2:1
ratio). The age distribution was fairly similar to the previous study;
about 45% of the children were two and three years old and 55%
were four and five years old.
Rank and Branch of Services of the Sponsor
In the 1984 clinic sample, the referrals by branch of service were
Army 51%, Navy 29%, Air Force 14%, Marine Corps 5% and Coast
Guard 2%. The distribution in 1994 was; Army 50%, Navy 34%, Air
Force 8%, Marine Corps 5% and Coast Guard 3%.
Eighty-eight percent of the population evaluated in 1984 CSG
were children ofenlisted parents, and 12% were children ofofficers.
This is very similar to the 1994 CSG population (enlisted 89%,
officers 11%). The distribution of rank during the year 1984 and
1994 was Specialist 4 and below (20%, 29%), Sergeant and Staff
Sergeant (68%, 53%), Sergeant First Class and above (6%, 7%) and
Officers (12%, 11%).
Status of Parents
Among the many variables of family constellation, only one was
evaluated in the study; whether the referred child was living with
natural parents, stepparents, or other. Seventy-five percent of the
children were living with their natural mother and father in both
1984 and 1994 study. There was a slight increase in stepparents
from 12% to 18% in 1994. In the 1984 CSG, 10% of children were
living with a single, enlisted, active-duty mother. In 1994, 10% of
children were living with single active duty parents (5 with an active
duty mother and 3 with an active duty father).
Table 1.—Age and Sex Distribution of 1994 CSG Population
Age Male Female Total
2 4 4
38(45%)
3 20 10
4 15 6
46 (55%)
5 17 8
Total 56 (66%) 28 (34%) 84 (100%)
Table 2.—Frequency of Presenting Symptoms Reported by Parents
Patientsli 984 Patients/i 994
(N=120) (N=77)
Difficult to Control! Oppositional 74 (57%) 59 (77%)
Overactive/hyperactive 25 (20%) 47 (6 1%)
Aggressive/Destructive/remper tantrum 54 (42%) 43 (56%)
Delayed Speech Development/Not talking 28 (22%) 36 (47%)
Sad/Unhappy/Anxious/Withdrawn 35 (27%) 31 (40%)
Enuresis 13 (17%) 20 (25%)
Poor Relationship with Peer/Sibling 10 (8%) 19 (25%)
Sleeping Problems 9(7%) 14(18%)
Eating Problems 5(4%) 11 (14%)
Encopresis 6(5%) 10 (13%)
Lying 4(3%) 12 (17%)
Cruel to Animals 2(1.5%) 10(14%)
Somatic complaints 2 (1.5%) 6 (8%)
Stealing 2 (1.5%) 3 (4%)
Sexual Play 3(2%) 6 (8%)
Pulling Hair 4(3%) 0
Running Away 0 2 (2.5%)
Not Talking outside of home 0 1
Fire Setting 0 1
Presenting Problems
Presenting problems in order of frequency in both years are shown
in Table 2. In both 1984 and 1994, the cluster of symptoms most
frequently reported by the parents concerned behavior problems.
However, in 1994 there were a higher percentage of parents com
plaining of symptoms of disruptive behavior and delayed speech
development than in 1984. Also parents had more complaints about
their children in 1994(331 symptoms for 77 children) then in 1984
(276 symptoms for 120 children).
Diagnosis
The different diagnostic categories rendered at the end of the third
CSG session in both years are summarized in Table 3. In contrast to
the previous study, where the Adjustment Disorder was most
frequently diagnosed, in 1994 more children were diagnosed as
having Disruptive Behavior Disorder. This category included At-
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tention Deficit Hyperactivity Disorder (21 boys, 4 girls), Oppo
sitional Defiant Disorder (2 boys, 4 girls), and Conduct Disorder
(1 boy, 0 girl). The frequency and sex ratio of both Enuresis and
Encopresis remained similar during both eras. The diagnosis
Parent-Child Problem was reserved for cases in which the child
was free of psychiatric problems, but the parents had parenting
difficulties, including child abuse and neglect. About 10% of
children had this diagnoses in both study periods. Other diag
noses included Dysthymia (1 boy), Separation Anxiety Disorder
(3 boys, 1 girl), Sleep Terror Disorder (1 boy, 1 girl), Elective
Table 3.—Summary of Diagnosis
1984 (N=129) 1984 (N=77)
Adjustment 25% 17%
Disorder 18 boys, 14 girls 8 boys, 5 girls
Disruptive Behavior Disorders 20% 40%
Attention Deficit Hyperactivity Disorder 12 boys 21 boys, 4 girls
Oppositional Defiant Disorder 5 boys, 5 girls 2 boys, 4 girls
Conduct Disorder 4 boys 1 boy
Disorder of Elimination 15% 12%
Enuresis 6 boys, 6 girls 3 boys, 2 girls
Encopresis 5 boys, 1 girl 3 boys, 1 girl
Parent Child ProbLems 10% 10%
Others 16% 15%
Separation Anxiety Disorder 1 boy, 1 girl 3 boys, 1 girl
Dysthymia 2 boys, 1 girl 1 boy
Sleep Terror Disorder 3 boys, 1 girl 1 boy, 1 girl
Trichoti)lomania 3 boys, 2 girls
Elective Mutism 1 girl
Tourette’s Disorder 1 boy
Developmental Disorders 18% 36%
13 boys, 7 girls 20 boys, 8 girls
Global Developmental Delay 13% 6%
Pervasive Developmental Disorder 10% 9%
4 boys, 7 girls 5 boys, 2 girls
Table 4.—Recommendation Following the CSG
1n1984 1n1994
(N=124) (N=77)
Parent Counseling 50% 60%
Psychopharmacotherapy 10% 25%.
Individual Psychotherapy 20% 16%
Group Therapy 15% 10%
Referral to DOE 20% 26%
Referral of the Parent for
His/Her own Therapy 7%
A xHONtucjrcrcC voere coupuzjy DLBDDJA-R
Mutism (1 girl), and Tourette’s Disorder (1 boy).
About 50% of the children of the 1994 CSG had developmental
disorders and received an AXIS II Diagnosis compared to 40% in
the 1984 study. The incidence of developmental disorder in 1994
was: Developmental Language Disorder (14 boys, 5 girls), Devel
opmental Articulation Disorder (4 boys, 2 girls), and Developmen
tal Coordination Disorder (2 boys, 1 girl). Global developmental
disorder was diagnosed when there were delays in more than one
area of development. Mental retardation was also included in this
group. In the 1984 CSG, two unexpected findings were the large
number of children with pervasive developmental disorder (4 boys,
7 girls) and the prevalence of girls with this disorder. The 1994 CSG
also had a large number of children with Pervasive Developmental
Disorder (5 boys, 2 girls), with the boys outnumbering the girls.
Recommendations
Table 4 shows the recommendations following the CSG in the two
different years. In comparing the groups, a larger number of
children were treated with psychopharmacotherapy in 1994. Eigh
teen children were given Ritalin (eight 3 year old boys, one 3 year
old girl; five 4 year old boys, one four year old girl; three 5 year old
Difficult to manage/control 12 23%
Hyperactive/Short attention Span 12 23%
Possible ADHD 10 19%
Delayed Speech Development 10 19%
Problem at School/Daycare 4 8%
Poor Relationship with Peers/Sibs 3 6%
Sleep Problems 2 4%
Sexual Molestation 2 4%
Multiple Fears 1
Wetting Pants 1
Not Talking in School 1
Fire Setting 1
Parents Getting Divorce 1
Cruelty to Animals 1
Adjustment to move to Hawaii 1
Table 6.—Parent’s Perception of the Diagnoses at the End of the CSG
Corn pared to the CSG Diagnosis Percentages (N=52)
Parents Report The CSG DX
ADHD 18 (34%) 32%
No Diagnosis 13 (25%)
Developmental Delay 10 (20%) 34%
Adjustment Disorder 5 (10%) 18%
Autistic/PDD 4 (7%) 9%
ODD 2 (4%) 8%
Separation Anxiety Disorder 1 5%
Elective Mutism 1
Did not finish CSG 4 (7%)
boys). In addition to Ritalin, one 3 year old boy and two 4 year old
boys were given Clonidine. One child with Autistic Disorder was
given Haldol. In both years, about 25% of children were referred to
the Department of Education for further evaluation and proper class
placement.
Brief Follow-up Study
At three months following the completion of the CSG evaluation,
the parents ofthe children evaluated from January to May 1994 CSG
were contacted by the clinic Noncommissioned Officers In Charge
(NCOIC). The contact was made by phone using a questionnaire.
Questionnaires
I. Presenting problems at the time of evaluation.
2. Parent’s perception of the diagnosis at the end of evaluation.
3. Recommendations for the child and/or family after the
evaluation.
4. How is the child doing at the present time?
Improved__, no change __, or worse
5. Was the CSG helpful?
6. In what way?
Results
Of 64 children evaluated during the 5 months periods in 1994, the
clinic NCOIC was able to locate 52 parents (80%). Table 5 listed
parent’s reports of presenting problems at the time of evaluation.
About 65% of parents reported symptoms for disruptive behavior
disorders (difficult to manage, hyperactive, and possible ADHD).
Only 20% of the parents reported delayed speech development.
About 8% of parents reported problems at school/day care as the
reason for evaluation. The school problem was not listed in the
referral presenting problem as it is not included in the Intake Form
check list of problems.
Parent’s perception of the diagnoses at the end of evaluation are
summarized in Table 6. The only diagnosis in which the parent’s
perception coincide with CSG evaluation was Attention Deficit
Hyperactivity Disorder. Other diagnoses including Adjustment
Disorder, Developmental Disorder, and Pervasive Developmental
Disorder were under-reported when compared to the diagnosis
provided at the end of the CSG. Twelve parents (25%) reported that
their children did not receive any diagnosis. Of these twelve, 3 had
been classified as Adjustment Disorder and 3 did not finish the CSG.
Two were referred to the DOE, one with diagnosis of Developmen
tal Language Disorder and the other with Pervasive Developmental
Disorder. Two children had parent -child problems with possible
abuse. One had provisional Diagnosis of ADHD. Only one child
received no diagnosis on both AXIS I and II.
Parent’s Report of Recommendation
Thirteen parents (25%) reported that their children were referred
Table 7.—Parents Report of the Recommendation at the End of the CSG
Percentage (N=52)
Recommendations
Medication 13 (25%)
Referred to Special Education Program 13 (25%)
Follow-up at the Clinic 12 (23%)
No needs of Psychiatric follow-up 8 (15%)
No Recommendation 4 (8%)
Referred out (CHAMPUS) 2 (4%)
Table 5.—Presenting Problems at the Time of Evaluation Reported by the
Parent at 3 Months Follow-up
0
,0
(N=52)
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to the Department of Education for special class placement (Table
7). Another 25% of parents reported that their children were
recommended for medication. These figures roughly coincide with
the CSG recommendations. Eight parents (15%) felt that their
children did not need psychiatric follow-up, and 4 parents (8%) said
that they were not told of any recommendation.
Condition of the Child at the Time of Follow-up
For the condition of the child at the time of follow-up, 41 parents
(80%) reported improvement, 10 no change, and 1 worsening of the
child’s behavior or condition. Almost the same number of parents
(42) reported the CSG was helpful. Four parents were not sure. Six
parents reported that the CSG was not helpful for the following
reasons: “Child was misdiagnosed,” “Group was too large,” “Just
wanted medication for the child,” and “I did not learn anything
which I did not know.”
The following answers are the responses of the parents to the
questions of “In what way the CSG was helpful?”
No comments from the parents 14 (27%)
Helped them to get into the system 10 (20%)
(F/U at the clinic, referral to DOE, etc.)
It was a good evaluation 8 (15%)
Parent group was helpful 7 (14%)
Medication following the evaluation 6 (12%)
Helped the mother understand the problem 5 (10%)
Helped to get his feelings out 1
Gave him an outlet to talk 1
Has made positive change in child 1
Helped to resolve anger and fighting 1
with his brother
Discussion
The first 5 years of life are universally accepted to be of profound
importance for human emotional development. The paper presents
the psychiatric evaluation, demography, and a brief outcome study
ofpreschool children in a military psychiatric clinic. These findings
are especially interesting given the similar methodology used in the
clinic both 10 years ago, and in the current study.
The present study , when compared to the previous one, showed
several clinically relevant findings. The clinic population of the
preschool children increased from 20% to 35% in 10 years. Ten
years ago, 10% of children evaluated were living with single active
duty mother. In the 1994 CSG, about 10% of preschool children
were living with single parents; 5 with single active duty mothers
and 3 with single active duty fathers. Both in 1984 and 1994 the
problem most frequently presented was difficulty in managing the
child . However, the 1994 CSG had a greater percentage of children
with Disruptive Behavior Disorders than did the 1984 sample (40%
vs. 20%). In 1994 CSG, 25 children (32%) had ADHD, and the
majority of these children were treated with medication. In 1994
almost 25% of preschool children received a recommendation for
psychopharmacotherapy. Some questions are raised by these find
ings. Did the differences in criteria between DSM III and DSM III
R influence the higher number of ADHD children in the 1994 clinic
population, or are we seeing more children with severe behavior
problems? In fact, it is our feeling that we are seeing more difficult
children than in previous years. There is a recent survey of
children’s problems which was based on parents’ reports for 7 to 16
years old and extended over a 13-year period. The authors reported
increased problems and concluded that the American children’s
problems are getting worse. (Achenbach T.M. & Howell C.T,
1993). It is our impression that our findings of increased behavior
problems in preschool children reflect earlier onset and continuity
of these difficulties. We would suggest that there may be a change
in how we are rearing children. Was our staff more at ease in
prescribing medication to the ADHD preschool child than in the
previous study year? Why does our clinic continue to find a large
number of preschool children with Pervasive Developmental Dis
order? The numbers remained constant through the years (About
10% of the CSG population).
The long term follow-up study of military dependents is a rather
difficult task. The military family is mobile. The average length of
stay for such a family in Hawaii is three years. We were able to
contact 80% of the 1994 CSG three months following the comple
tion ofevaluation. Compared to the large number ofchildren (50%)
who received AXIS II diagnosis (Developmental Language Disor
der, Developmental Delay and Pervasive Developmental Disor
der), only 27% of parents reported Developmental Disorder at the
follow-up. One surprise finding was about 25% for parents reported
that their children did not receive any diagnosis. This raises the
question of whether we were effective in conveying our findings to
the parents. At the three months follow-up, 80% ofparents reported
that the CSG evaluation and recommendations were helpful, and
that their children’s condition improved following the CSG evalu
ation.
In our clinical experience over ten years, evaluating preschool
children in a CSG setting was very efficient and time-saving.
Developmental, occupational and speech evaluation were all im
portant parts of psychiatric evaluation of preschool children. Al
most 50% of the children evaluated had developmental disorders.
We feel that the CSG is very cost-effective as an evaluation and
intervention methods. The CSG not only offered a comprehensive
evaluation for a child but also had a therapeutic effect on both
children and their families.
Summary
A useful model for evaluation of preschool children has been
presented together with the findings of a brief demographic and
outcome study of a group of such children seen at a military child
psychiatric clinic during a decade. Early childhood intervention is
a young but rapidly growing field. With the passage of the Educa
tion of the Handicapped Act Amendment of 1986 (Public Law 99-
457), diagnosis and intervention for developmental delay, disabil
ity, and/or emotional and behavior problems of infants and toddlers
have become a more important aspect of training in the child and
adolescent psychiatry residency program. We found that evaluating
preschool children and their parents in a group setting was not only
possible, economical and effective, but also an excellent vehicle for
training.
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